A 40-year-old man presented in July 1980 with a 2-week history of painful swollen joints. For the previous 6 months he had complained of a cough productive of green sputum and had been maintained on regular antibiotic therapy.
Late-onset primary hypogammaglobulinaemia is associated with 
Case report
A 40-year-old man presented in July 1980 with a 2-week history of painful swollen joints. For the previous 6 months he had complained of a cough productive of green sputum and had been maintained on regular antibiotic therapy.
He gave a 15-year history of chronic sinusitis, recurrent lower respiratory tract infections, and episodic steatorrhoea. He had suffered from a chronic arthritis for 10 years, beginning as a predominant tenosynovitis involving the hands and wrists. For the past year he had synovitis and effusions in the knees, elbows and ankles, together with subcutaneous nodules on the ulnar borders of both forearms. His erythrocyte sedimentation rate (ESR) was normal, rheumatoid factor (serum and joint fluid) was not detected, and the synovial fluid contained few cells and was sterile on routine culture. He was treated as having rheumatoid arthritis with nonsteroidal anti-inflammatory drugs and intra-articular steroids.
On admission to hospital he had a florid arthritis involving the left knee, right ankle, and first proximal interphalangeal joint of the left hand. He was pyrexial, with clinical and radiological signs of left lower lobe consolidation. Joint aspiration revealed a purulent fluid which was sterile on routine culture. Blood cultures were negative, but Haemophilus influenzae was isolated from the sputum. His pneumonia responded to ampicillin and flucloxacillin. However, his arthritis persisted despite additional courses of gentamicin and metronidazole. Synovial biopsy of the left knee showed nonspecific inflammation, with preservation of the underlying cartilage.
By September 1980 the patient's general condition had deteriorated with a considerable degree of weight loss. His left knee was warm and tender, with a large effusion. Tender swellings of both ankles and the first and third left proximal interphalangeal joints were also present. 108
Investigations revealed Hb 9.3 g/dl (normochromic, normocytic), leucocytes 7 x 109/l (predominantly polymorphs), ESR (Westergren) 104 mm/h. Rheumatoid factor was not found in either the serum or synovial fluid. Antinuclear antibody was absent. The serum and synovial C4 and CH50 were normal. He was HLA B27 antigen positive. Serum immunoglobulins were: IgG <50 mg/100 ml, IgA <5 mg/100 ml, IgM <5 mg/100 ml (SI: g/l = mg/100 ml x 0-01). Radiologically there was joint destruction suggestive of previous infection in the right wrist and right ankle. X-rays of the hands and sacroiliac joints were normal. Repeat aspiration of the left knee revealed turbid synovial fluid (leucocytes 26 5 x 109/l) from which Mycoplasma pneumoniae was isolated.
The patient was treated with intravenous tetracycline and erythromycin and weekly intramuscular gammaglobulin replacement. Antibiotic therapy was changed to an oral regimen after 2 weeks and was continued for 6 months. On this regimen his acute joint symptoms subsided, he gained weight, and his nodules disappeared. He has since had no further episodes of polyarthritis. However, the infection had severely damaged his left hip, and arthroplasty is being considered.
Discussion
Respiratory infections with Mycoplasma pneumoniae in immunocompetent patients may be associated with arthralgia and arthritis, usually involving medium sized joints.3 Synovial effusions may occur; they usually have a low cell count and are sterile even when cultured specifically for mycoplasmas. 4 The joint and respiratory symptoms may persist for up to one year. 5 The clinical picture presented by our patient with hypogammaglobulinaemia was of Haemophilus influenzae pneumonia and septic arthritis due to Mycoplasma pneumoniae. His 
